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ADHERENCE WITH GENERAL
HEALTHCARE AMONG INTERNAL
MEDICINE OUTPATIENTS WITH
MENTAL HEALTH TREATMENT
HISTORIES

Dear Editor:
Nonadherence to treatment is a

“global challenge for psychiatry.”1*
Despite varying methodologies and
definitions of treatment adherence,2

empirical endeavors and literature
reviews have reported compromised
adherence in patients with
depression,3–5 bipolar disorder,3,5,6

anxiety disorders,7 schizoaffective
disorder,8 schizophrenia,5,8–10

substance misuse,11 and attention
deficit hyperactivity disorder.12,13

However, most studies have
examined only one psychiatric
disorder and only one form of
treatment adherence (typically
medication). We speculated about
possible relationships between
general mental health treatment
indicators (not specific psychiatric
diagnoses) and lower adherence with
general healthcare (i.e., not
psychiatric treatment).

Participants were men and
women, ages 18 years or older, being
seen for non-emergent medical care
at an internal medicine outpatient
clinic staffed predominantly by
residents. We excluded individuals
with medical (e.g., debilitating pain),
intellectual (e.g., intellectual
disability), cognitive (e.g.,
dementia), or psychiatric symptoms
(e.g., psychotic) of a severity to
preclude the candidate’s ability to
successfully complete a survey (n=5:
two with vision impairment, two with
cognitive impairment, one with
intellectual disability). This
exclusion process was informal and
undertaken by the recruiter as

patients registered for clinical
service, as surveys needed to be
completed before appointments with
providers.

This project was reviewed and
exempted by the institutional review
boards of the sponsoring hospital
and the local university. Completion
of the survey was assumed to be
implied consent, which was
explained to participants on the
cover page of the survey. 

At the outset, 354 individuals
were approached and 300 agreed to
participate (84.7%). As for the 54
individuals who did not participate,
17 stated too ill, 19 not enough time,
14 “don’t like surveys,” three
“pleased with current care” (?), and
one “too angry” to participate.
Ultimately, 272 participants
completed the items necessary for
analyses, resulting in 213 (78.3%)
women and 59 (21.7%) men,
ranging in age from 18 to 89 years
(mean [M]=45.37, standard deviation
[SD]=13.92). Most participants were
White (85.7%); however, 8.5 percent
of participants were African-
American, 2.2 percent Native
American, 0.4 percent Asian, 1.1
percent Hispanic, and 2.2 percent
“Other.” All but 5.9 percent had
graduated from high school, and
10.7 percent had earned a bachelor’s
degree.

During clinic hours, one of the
authors (R.J.B.) approached
incoming patients following
registration, informally assessed
exclusion criteria and, with potential
candidates, reviewed the focus of
the project (i.e., a study examining
health and treatment experiences).
Each participant was asked to
complete onsite in the lobby a five-
page anonymous survey, which took
about 10 minutes, and to place

completed surveys into sealed
envelopes and then into a collection
box. 

The survey consisted of three
sections, the first being a
demographic query. With yes/no
response options, the second section
examined participants’ mental
health history through general
queries about four types of mental
healthcare utilization (i.e., “Have
you ever been seen by a
psychiatrist?” “Have you ever been
hospitalized in a psychiatric
hospital?” “Have you ever been in
counseling?” “Have you ever been
on medication for your nerves?”).

The final section of the survey
examined various facets of
adherence to general medical
healthcare using four measures. The
first item (author-developed)
queried, “In general, how
conscientious are you about
following through with medical
treatment?” with Likert style
response options from 1 (very
conscientious) to 5 (not
conscientious at all). The second
item (author-developed) consisted
of five queries, each exploring
general adherence with various
healthcare behaviors (i.e., regular
dental check-ups, arrival to doctors’
appointments on time, completion of
lab work, adherence with exercise
and diet instructions), with five
Likert-style response options from 1
(never) to 5 (always) as well as “not
applicable.” The third measure
examined adherence with
medication,by asking, “How often do
you have difficulty remembering to
take your medication?” with Likert-
style responses from 1
(never/rarely) to 5 (all the time).
This item was recoded so that
higher scores indicated greater ease
remembering to take medication.
The fourth questionnaire was the
Medical Outcomes Study (MOS)
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General Adherence Items.14 This
scale explores general medical
adherence with “my doctor” over the
past four weeks, and consists of five
items with six Likert-style response
options from 1 (none of the time) to
6 (all of the time). Note that with
all four measures of healthcare
adherence, higher scores indicate
higher levels of adherence.

In analyses, 80 (29.4%)
participants denied receiving any
past mental health treatment, 136
(50%) indicated some form of
outpatient treatment (counseling,
medications, and/or seen a

psychiatrist) but not inpatient
treatment, and 56 (20.6%) reported
being hospitalized for mental health
treatment. Comparisons in
healthcare adherence among these
three groups are presented in Table
1. Findings indicate few between-
group differences with the exception
of remembering to take medications
and the MOS score, which both
demonstrated significant between-
group differences between
participants with no past mental
healthcare and participants with
past inpatient treatment. In other
words, having a mental health

history did not generally predict for
adherence issues in the primary care
setting, with the exception of past
inpatient treatment. 

This study has a number of
potential limitations, including use of
self-report data, the possibility that
mental illness may contribute to
faulty recollection, small sample size,
and recruitment from a resident-
provider clinic (possible limitations
in generalizing findings to other
populations). However, this is the
only study to examine multiple
adherence variables with medical
care in a primary care population,
based upon mental health history.
Findings suggest that mental health
treatment, alone, does not preclude
adherence with medical care, with
the exception of past inpatient
treatment.
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TABLE 1. Self-reported healthcare adherence as a function of history of mental health
treatment (N=272)

ADHERENCE QUERIES

HISTORY OF MENTAL HEALTH
TREATMENT

NONE OUTPATIENT INPATIENT

(n=80) (n=136) (n=56)

Conscientiousness with medical treatment 4.21 4.10 3.94

Frequency of regular dental check-ups 2.45 2.45 1.81

Frequency of on-time arrival for appointments 3.69 3.52 3.66

Frequency of timely completion of laboratory work 3.39 3.29 3.25

Frequency of following doctor’s exercise instructions 2.70 2.60 2.31
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Medical Outcomes Study (MOS) general adherence
score14 18.45a 18.16a 15.46b

Note: Within each row, means with superscripts “a” or “b” differ p<0.05 based on Scheffe
post-hoc tests.
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*Editor’s note: For additional
information on patient
nonadherence in psychiatry, see
page 37 of this issue of ICNS to read
this month’s Risk Management
column “Avoiding Risks with
Nonadherent Patients.”  


